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Objective: The authors sought to characterize perceptions 
of the impacts, attributes, and support for taxes earmarked 
for behavioral health services and to compare perceptions 
of the taxes among professionals in California and Wash
ington, two states differing in earmarked tax designs.

Methods: Surveys were completed by 155 public agency 
and community organization professionals involved in tax 
implementation in California (N=87) and Washington State 
(N=68) during 2022–2023 (29% response rate). Respon
dents indicated their perceptions of the taxes’ impacts, 
attributes, and support. Responses were summed as ag
gregate scores and were also analyzed as individual items. 
Bivariate analyses were used to compare responses of 
professionals in California versus Washington State.

Results: Earmarked taxes were generally regarded posi
tively. Of the respondents, >80% strongly agreed that the 
taxes increased funding for services and were helpful, and 

only 10% strongly agreed that the taxes decreased behav
ioral health funding from other sources. Substantially more 
respondents in California than in Washington State strongly 
agreed that taxes’ reporting requirements were complicated 
(45% vs. 5%, p<0.001) and that the taxes increased unjus
tified scrutiny of services or systems (33% vs. 2%, p<0.001). 
However, more respondents in California than in Wash
ington State also strongly agreed that the taxes increased 
public awareness about behavioral health (56% vs. 15%, 
p<0.001) and decreased behavioral health stigma (47% vs. 
14%, p<0.001).

Conclusions: Perceptions of the strengths and weaknesses 
of taxes earmarked for behavioral health services may 
vary by design features of the tax. Such features include 
stigma-reduction initiatives and tax spending and reporting 
requirements.
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Inadequate funding is a barrier to providing and sustaining 
mental health and substance use (i.e., behavioral health) 
services, affecting care access, implementation, and out
comes (1–6). Amid rising public concern about behavioral 
health (7), earmarked taxes for behavioral health ser
vices have emerged as an increasingly common financing 
strategy (8).

An earmarked tax is one placed on a specific base (e.g., 
goods, property, or income), with the revenue dedicated to a 
specific purpose (9–12). A recent legal mapping study (8) 
identified 207 policies in the United States (96% at the 
county or city level) that earmarked taxes for behavioral 
health, finding that adoption of these taxes had increased 
over time. The study also found that these taxes generate 
about $3.57 billion annually and that approximately 30% of 
the U.S. population lives in a jurisdiction with such a tax. 
Substantial heterogeneity was also identified in the design 
of these taxes across jurisdictions (e.g., varying tax bases 

HIGHLIGHTS

• Most of the professionals involved in implementing taxes 
earmarked for behavioral health in California and 
Washington State who were surveyed strongly agreed 
that the taxes improved systems and increased funding, 
access to services, and flexibility to address complex 
behavioral needs.

• A larger proportion of California versus Washington 
State respondents strongly agreed that the tax reporting 
requirements were complicated and that the earmarked 
taxes led to unjustified scrutiny of behavioral health 
services and systems.

• A larger proportion of California respondents than 
Washington State respondents strongly agreed that the 
earmarked taxes increased public awareness about be
havioral health and decreased stigma about behavioral 
health issues.
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and rates, oversight, and spending requirements). As de
scribed in the legal mapping study and in a 2019 commen
tary on the topic (8, 12), the adoption of earmarked taxes for 
behavioral health in 2005 by California and Washington 
State substantially increased the proportion of the U.S. 
population covered by these taxes. As shown in Table 1, the 
taxes of these two states differ in policy design and imple
mentation requirements.

CALIFORNIA’S “MILLIONAIRE’S TAX”

California’s Mental Health Services Act (also known as 
Proposition 63) was signed into law in 2005 and increased 
the income tax rate by 1.0 percentage point for households 
with annual incomes exceeding $1 million. This tax revenue 
is collected by the state and allocated to all counties, 
according to a formula that accounts for population size and 
other county characteristics (13). The tax generated >$2.7 
billion in fiscal year 2021 (about $70 per capita). Revenue is 
spent at the county level across specific categories (see 
Table 1). Among other spending requirements, counties are 
required to use a portion of the revenue for stigma- 
reduction initiatives. The California Department of Health 
Care Services and the California Mental Health Services 
Oversight and Accountability Commission monitor spend
ing and the use of the funds. Studies (14–17) assessing the 
impact of the California tax on effectiveness outcomes 
have reported potential reductions in suicides, homicides, 

alcohol-related deaths, and stigma about mental illness. 
Several studies (18–20) have also documented improved 
outcomes related to adoption and sustainment of tax- 
funded services. However, perceptions of the tax among 
behavioral health professionals involved in its imple
mentation have not been explored.

WASHINGTON’S 0.1% COUNTY SALES TAX 
INCREASE OPTION

Washington State law E2SSB-5763 was passed in 2005 and 
provides counties with the authority to raise their sales tax 
rate by 0.1 percentage points through a county ballot ini
tiative to generate additional revenue for behavioral health 
services. In 2022, overall 28 of the 39 counties in Wash
ington State had adopted the tax. These taxes generated 
>$173 million in fiscal year 2021 (about $24 per capita in 
implementing counties). In contrast to California, tax- 
adopting counties in Washington State have broad discre
tion over the behavioral health services funded with the 
taxes, with the only requirement being that some revenue is 
used to operate a therapeutic court for substance use dis
order proceedings. Washington State has minimal state- 
level oversight of tax spending. In contrast to the state-level 
tax in California, few studies have evaluated the impacts of 
county behavioral health tax adoption—except for one study 
(21) that evaluated a county’s tax-funded family treatment 
drug court.

TABLE 1. Key features of earmarked taxes for behavioral health services in California and Washington State

Feature California Washington State

Date enacted Signed into law January 1, 2005 Signed into law May 17, 2005
Authorizing legislation 

description
Mental Health Services Act (AB 488) became law 

through state ballot initiative (Proposition 63).
“An Act Relating to the Omnibus Treatment of Mental 

and Substance Abuse Disorders Act of 2005” (E2SSB- 
5763); clarifications are provided in revised code of 
Washington State (RCW 82.14.460).

Tax design 1% tax on taxable household income exceeding 
$1 million

Counties can increase sales tax by .1% to fund new 
mental health services, substance use disorder 
services, and therapeutic courts for substance use 
disorder proceedings.

Tax orientation Progressive Regressive
Tax jurisdictions Entire state 28 of 39 counties had adopted the tax in 2022.
Tax spending Revenue is used to fund five components within 

every county: community services and support 
(required), prevention and early intervention 
(required), innovation (required), capital 
facilities and technological needs (optional), 
and workforce education and training 
(optional).

Counties have broad discretion regarding how tax 
revenue is spent, as well as the populations that are 
eligible for tax-funded services, with the exception 
that every county that adopts the tax must establish 
and operate a therapeutic court for substance use 
disorder proceedings.

Tax revenue generated 2021 gross tax revenue: $2,770,427,035 ($70.07 
per state resident)

2021 gross tax revenue across all adopting jurisdictions: 
$173,676,029 (M=$23.83 per resident in 
implementing counties)

Oversight State law requires that each county mental health 
program prepare and submit a 3-year program 
and expenditure plan to the state oversight 
bodies and provide annual updates. The oversight 
bodies are the California Department of Health 
Care Services and the Mental Health Services 
Oversight and Accountability Commission.

Washington State Department of Revenue tracks 
revenue generated in adopting jurisdictions. Tax 
spending is not monitored by the state.
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PRESENT STUDY

Although previous research has documented the impacts of 
earmarked taxes on behavioral health outcomes (14–17), to 
our knowledge, no prior work has assessed perceptions of 
these taxes among behavioral health professionals involved 
in their implementation. Such perceptions hold promise for 
informing decisions about tax design and reform, as well as 
for uncovering potential unintended consequences. For 
example, research (22–24) on earmarked taxes for specific 
issues, such as transportation and education, has found that 
such taxes can ultimately decrease spending on the issue 
because of supplantation—the processes through which 
funding from other sources is reduced because of the new 
earmarked funding stream.

Using a survey of behavioral health professionals in
volved in earmarked tax implementation in California and 
Washington State, in this study we aimed to characterize 
perceptions of the taxes’ impacts, attributes, and support 
and to compare these perceptions between respondents in 
California and Washington State. We focused on these two 
states because they both adopted earmarked taxes in 2005, 
yet the states differ in tax policy designs. This study was 
part of a larger project focused on taxes earmarked for be
havioral health services (25).

METHODS

The methods for the survey findings presented here have 
been detailed in the protocol of the larger study (25) and 
were approved by the New York University Institutional 
Review Board. For all counties in California and for the 28 
counties in Washington State that adopted the sales tax 
increases in 2022, we sought to identify behavioral health 
agency and other government and community organization 
officials involved in tax oversight, decision making, imple
mentation, or service delivery (e.g., designated tax coordi
nators, directors of county mental health agencies, and 
members of county tax advisory boards). Respondents were 
identified through contact databases maintained by our 
practice partners (e.g., county professional associations), 
Internet searches, and databases of behavioral health offi
cials compiled by a member of the research team (J.P.) for 
previous studies (26–28).

A Web-based survey was sent to these professionals in 
September–November 2022. Each person was sent a per
sonalized e-mail with a unique survey link up to eight times. 
Telephone follow-up was conducted, and a $20 gift card 
was offered for survey completion. To capture the per
spectives of professionals involved in earmarked tax policy 
implementation who were not included in our database, 
we also created an open (i.e., not unique) survey link that 
was circulated in February–March 2023 by our practice 
partners.

Unique survey links were completed by 62 of 200 pro
fessionals in California (31% response rate) and 51 of 194 

professionals in Washington State (26% response rate). The 
aggregate unique survey link response rate was 29% (N=113 
of 394), which was consistent with the rate for recent 
statewide surveys of behavioral health officials (26–28). The 
open link was completed by an additional 25 California re
spondents and 17 Washington State respondents. Therefore, 
the total sample size for this study was 155 (N=87 for Cal
ifornia and N=68 for Washington State).

Measures
The survey instrument was pilot tested with subject matter 
experts before fielding. Survey items were developed on the 
basis of existing research about earmarked taxes (8–12, 
22–24, 29–31), implementation science measures (32–34), 
and frameworks related to policy implementation (i.e., the 
exploration, preparation, implementation, and sustainment 
[EPIS] framework) (35). We assessed respondents’ percep
tions of the impacts, attributes, and external support for the 
earmarked taxes. Perceptions of the impacts of the taxes 
were assessed via 10 newly developed items, in which 
respondents rated the extent to which they agreed with 
statements about positive and negative tax impacts (ranging 
from 1, strongly disagree, to 7, strongly agree). Items focused 
on negative impacts were reverse coded, and responses 
were summed to create a continuous, aggregate positive 
impact score (Cronbach’s α=0.82).

We assessed perceptions of the attributes of the ear
marked taxes via 10 items that spanned the five dimensions 
of “attributes of innovations” proposed in Rogers’s diffusion 
of innovations theory (36): complexity, observability, trial
ability, compatibility, and relative advantage. These di
mensions have been assessed via similar items in previous 
behavioral health policy research (37). Each dimension was 
assessed via two items, and respondents rated the extent to 
which they agreed with each statement (ranging from 1, 
strongly disagree, to 7, strongly agree). Items focused on 
negative attributes were reverse coded, and responses were 
summed across all dimensions to create a continuous ag
gregate positive attribute score (Cronbach’s α=0.74).

Perceptions regarding support for the earmarked tax 
were measured via five newly developed items that assessed 
the extent to which respondents perceived five groups (e.g., 
the general public and policy makers) as strongly support
ing the earmarked tax (ranging from 1, completely disagree, 
to 7, completely agree). Responses were summed to create 
an aggregate support score (Cronbach’s α=0.80).

To characterize the sample, the survey also collected the 
respondents’ basic demographic and occupational infor
mation. Respondents selected from the “actor” types, de
rived from Leeman et al.’s typology (38), to most accurately 
characterize their organization’s role in tax implementation 
(e.g., providing services with tax revenue). Respondents 
also rated the extent to which they had been involved in 
seven activities related to tax implementation (e.g., strategic 
planning, service provision) (ranging from 1, not involved at 
all, to 7, very involved).
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Analysis
To aid interpretability, items assessed on 7-point scales 
were dichotomized (yes or no) as “strongly agree” (rating 
≥6) in the primary analyses and “strongly disagree” (rating 
≤2) in post hoc analyses. (These items are also reported as 
continuous variables in the online supplement accom- 
panying this article.) The proportion of respondents 
strongly agreeing with each statement was calculated, 
as well as means for aggregate scores, domain-specific 

attribute scores, and individual item scores. Chi-square 
and two-tailed independent-samples t tests were used to 
compare responses from professionals in California versus 
Washington State.

RESULTS

Table 2 shows the occupational and demographic compo
sition of the sample. Most respondents identified their 

TABLE 2. Characteristics of survey respondents involved in implementation of taxes earmarked for behavioral health services, 
by statea

Characteristic

Total (N=155) California (N=87) Washington State (N=68)

pN % N % N %

Organization’s role in tax implementation
Delivery system organization: providing direct 

services with tax revenue
92 59 67 77 25 37 <.001

Support system organization: supporting system 
and capacity building efforts for organizations 
that provide direct services with tax revenue

77 50 46 53 31 46 .37

Synthesis and translation system organization: 
reviewing evidence about promising approaches 
to using tax revenue and communicating this 
information to organizations that provide direct 
services

49 32 33 38 16 24 .06

Individual role in tax implementation
Strategically planning how tax revenue can be 

spent
88 63 57 70 31 53 .04

Establishing relationships with external partners 
related to the tax

88 62 55 68 33 55 .12

Making decisions about services to fund with tax 
revenue

89 62 56 68 33 54 .08

Monitoring how tax revenue is spent for 
compliance purposes

76 57 54 67 22 42 .01

Collecting or reporting information for 
compliance purposes

75 56 54 66 21 40 .004

Evaluating impacts of tax-funded services 74 54 47 60 27 47 .11
Directly providing tax-funded services 57 47 38 52 19 40 .18

Gender
Female 96 62 61 70 35 52 .02
Male 44 28 19 22 25 37 .04
Nonbinary 0 — 0 — 0 — —

Race-ethnicity
Non-Hispanic White 115 74 61 70 54 79 .19
Hispanic 17 11 12 14 5 7 .20
Asian American 11 7 9 10 2 3 .08
Black or African American 6 4 4 5 2 3 .60
Native American or Alaska Native 3 2 1 1 2 3 .42

Years worked at current organization
<1 1 1 0 — 1 2 .26
1–2 15 11 4 5 11 18 .06
3–5 25 18 12 15 13 21 .37
6–9 26 18 19 24 7 12 .06
≥10 75 53 46 57 29 48 .21

Highest level of education
Some college 3 2 3 4 0 — .12
College degree 39 28 15 19 24 39 .01
Master’s degree 78 55 50 62 28 46 .04
Doctoral degree 22 16 13 16 9 15 .76

a Respondents were public agency and community organization professionals. df=1 for all analyses. Ns within subcategories may not add up to sample totals 
because of missing responses; percentages are based on totals within the main categories.
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organization’s role as a delivery system actor providing di
rect behavioral health services with tax revenue (59%); a 
significantly larger proportion of respondents in California 
than in Washington State selected this organization type 
(77% vs. 37%, p<0.001). Most respondents had worked at 
their organization for ≥10 years. The proportion of re
spondents involved in planning how tax revenue could be 
spent was significantly higher in California than in Wash
ington State (70% vs. 53%, p=0.04), as was the proportion 
of respondents collecting or reporting information for 
compliance purposes (66% vs. 40%, p=0.004). These dif
ferences likely reflected the more comprehensive planning 
and reporting requirements of the California tax.

Perceived Impacts of the Earmarked Taxes
More than 70% of respondents in both states strongly 
agreed that the taxes increased funding for direct behavioral 
health and social services (81% of the total sample) and for 
improvements to behavioral health or social systems (71% of 
the total sample) (Table 3). More than two-thirds of the 
respondents in the total sample strongly agreed that the 
taxes increased access to behavioral health and social ser
vices for people with the greatest need (69%) and increased 
provider flexibility to address complex behavioral health 
and social service needs (68%). Only 10% (N=16) of re
spondents in the total sample strongly agreed that the 
taxes decreased funding for behavioral health services from 
other sources, with no significant difference observed 

between the two states. No significant differences in these 
perceptions of impact were detected between respondents 
in California and Washington State.

No statistically significant difference was observed in 
mean aggregate positive impact score between California 
and Washington State respondents (mean=53.5 vs. 52.3, 
respectively; highest possible score 70.0). However, a sub
stantially larger proportion of California versus Washington 
State respondents strongly agreed that the taxes increased 
public awareness about behavioral health issues (56% vs. 
15%, p<0.001) and decreased stigma about these issues 
(47% vs. 14%, p<0.001). Among California respondents, 
33% (N=28 of 84) strongly agreed that the taxes increased 
unjustified scrutiny for services and systems, compared 
with only 2% (N=1 of 65) of Washington State respondents 
(p<0.001). Almost two-thirds of respondents in both states 
strongly agreed that the taxes increased the number of 
people served by evidence-based practices, with no signif
icant difference between the two states.

Perceived Attributes of the Earmarked Taxes
More than 80% of respondents in both states strongly 
agreed that it was better to have than to not have the taxes 
(Table 4). However, only 7% of respondents in the total 
sample strongly agreed that rules related to how tax reve
nue could be spent could be easily changed to address 
emergent needs; 52% (N=81) of the total sample strongly 
disagreed with this statement.

TABLE 3. Perceptions of the impacts of taxes earmarked for behavioral health services among survey respondents involved in tax 
implementation, by statea

Perceptions of the taxes’ impact

Strongly agree (6–7 on 7-point scale)

p

Total (N=155) California (N=87)
Washington 
State (N=68)

N % N % N %

Increases funding for direct behavioral health and 
social services

125 81 73 84 52 77 .25

Increases funding for improvements to 
behavioral health or social services systems

109 71 62 72 47 70 .79

Increases access to direct behavioral health and 
social services for people with the highest need

107 69 65 75 42 62 .08

Increases flexibility to address complex 
behavioral health and social service needs

104 68 56 64 48 72 .34

Increases the number of people served by 
evidence-based practices

97 63 56 64 41 61 .69

Increases transparency about behavioral health 
and social services systems

61 41 40 47 21 32 .07

[Does not] increase unjustified public or political 
scrutiny about behavioral health and social 
services systemsb

65 44 23 27 42 65 <.001

[Does not] decrease funding from other sources 
(e.g., general county or state budgets) for 
behavioral health or social servicesb

91 62 49 59 42 66 .42

Increases public awareness about behavioral 
health issues

59 39 49 56 10 15 <.001

Decreases stigma about behavioral health issues 50 33 41 47 9 14 <.001

a The denominators of the percentages in this table are the numbers of professionals who responded to the item. Missing responses were excluded from the 
denominator, which therefore varies slightly across percentages. df=1 for all comparisons.

b Reverse coded; bracketed language has been added to aid interpretability and was not included in survey items.
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No statistically significant differences were detected in 
the mean aggregate positive attribute score between Cal
ifornia and Washington State respondents (mean=46.3 vs. 
47.8, respectively; highest possible score 70.0). However, 
significant differences were observed when ratings of in
dividual attributes were dichotomized and compared. A 
significantly larger proportion of California respondents 
versus Washington State respondents strongly agreed that 
the taxes were better than alternative strategies to increase 
behavioral health funding (relative advantage attribute, 
48% vs. 29%, p=0.02) and that the taxes allowed behavioral 
health organizations to try new services and to assess 
whether they met needs before scaling up the services 
(trialability attribute, 56% vs. 34%, p=0.01). By contrast, a 
significantly smaller proportion of California respondents 
strongly agreed that it was easy to understand permissible 
uses of the tax revenue (i.e., complexity: 35% vs. 66%, 
p<0.001) and that it was easy to satisfy tax reporting re
quirements (14% vs. 66%, p<0.001); 45% (N=39 of 86) of 
respondents in California strongly agreed that satisfying 
reporting requirements was complicated, compared with 
only 5% (N=3 of 64) in Washington State.

Perceptions of Support for the Earmarked Taxes
In the total sample, strong support for the taxes was per
ceived as being the greatest among state behavioral health 
agency officials (72%) and consumers of behavioral health 
services (70%) (Table 5). Support was perceived as lowest 
among state elected officials (52%) and the general public 
(46%). No significant difference was observed in support 
score between California and Washington State respon
dents (mean score=26.9 vs. 28.3, respectively; highest 
possible score 35.0). In California, however, a signifi
cantly larger proportion of respondents strongly agreed 
that there was strong support for the taxes among con
sumers of behavioral health services (78% vs. 60%, 
p=0.02), whereas a significantly smaller proportion 
strongly agreed that there was strong support for the 
taxes among elected officials: 54% versus 74% for local 
elected officials (p=0.01) and 39% versus 68% for state 
elected officials (p<0.001). Although not statistically 
significant, a larger proportion of California respondents 
versus Washington State respondents strongly agreed 
that there was strong support for the taxes among the 
general public.

TABLE 4. Perceptions of the attributes of taxes earmarked for behavioral health services among survey respondents involved in tax 
implementation, by statea

Perception of attributes

Strongly agree (6–7 on 7-point scale)

p

Total (N=155) California (N=87)
Washington 

State (N=68)

N % N % N %

Relative advantage
It is better to have the tax than not. 132 85 72 83 60 88 .34
The tax is better than alternative strategies to increase 

funding for behavioral health services.
60 40 41 48 19 29 .02

Compatibility
The tax is flexible enough to allow behavioral health service 

organizations to meet the unique needs of the 
communities they serve.

67 44 34 39 33 50 .18

The tax is compatible with the financing structures of 
behavioral health service organizations.

56 38 35 42 21 33 .30

Complexity
It is [easy] to understand what is and what is not a 

permissible use of revenue from the tax.b
74 48 30 35 44 66 <.001

It is [easy] to satisfy reporting requirements related to using 
revenue from the tax.b

54 36 12 14 42 66 <.001

Observability
The impact of the tax on the number of people who receive 

services is easy to observe.
51 33 32 37 19 28 .23

The impact of the tax on the behavioral health status of 
communities is easy to observe.

48 31 27 31 21 31 .95

Trialability
The tax allows behavioral health service organizations to try 

new services and assess whether they meet needs before 
taking the services to scale.

71 47 49 56 22 34 .01

The rules related to how revenue from the tax can be spent 
can be easily changed to address emergent needs.

10 7 6 7 4 6 .79

a The denominators of the percentages in this table are the numbers of professionals who responded to the item. Missing responses were excluded from the 
denominator, which therefore varies slightly across percentages. df=1 for all comparisons.

b Reverse coded; bracketed language has been added to the table to aid interpretability and was not included in survey items.
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DISCUSSION

To our knowledge, this study presents the first systematic 
assessment of perceptions of earmarked taxes for behav
ioral health services among professionals involved in tax 
implementation. We found that these taxes were perceived 
favorably by public agency and community organization 
professionals. The vast majority of respondents strongly 
agreed that the taxes increased funding for behavioral 
health, especially for people with the greatest needs, and 
increased flexibility to address complex service needs. Only 
a small proportion of respondents (about 10%) strongly 
agreed that the taxes decreased behavioral health funding 
from other sources, a potential drawback of earmarked 
taxes (22–24).

These results suggest that the proliferation of policies 
that earmark taxes for behavioral health could be a positive 
development in behavioral health financing (8). The posi
tive appraisals of the tax among behavioral health profes
sionals observed in the present study complement those of 
the general public. Previous research (39, 40) has found that 
most U.S. adults are willing to pay higher taxes to improve 
behavioral health systems. As such, states and counties will 
likely continue to consider adopting these taxes. This 
study’s findings can inform features of tax design, and may 
have particular relevance to taxes earmarked for behavioral 
health crisis systems, because such financing approaches 
are increasingly being considered to support implementa
tion of the 988 Suicide & Crisis Lifeline.

To illustrate, in April 2023, residents in King County, 
Washington State, voted in favor of a property tax increase 
earmarked to finance the construction of five crisis stabili
zation centers (41). As of May 2023, new telecommunica
tion fees (similar to taxes) are being earmarked to finance 
988 implementation in six states, and many states are con
sidering similar legislation (42). Proposals also have been 
made to earmark recreational cannabis excise tax revenue 
for crisis services (43). Variations in perceptions of the taxes 
by respondents in California versus Washington State may 
illuminate potential strengths and weaknesses of different 
features of tax design that could inform these financing 
strategies.

For example, the finding that a substantially larger pro
portion of respondents in California than in Washington 
State (45% vs. 5%) strongly agreed that satisfying reporting 
requirements was complicated likely reflected the more 
prespecified components and detailed reporting and over
sight requirements required by the California tax, compared 
with the Washington State tax (44). The finding that a 
much larger proportion of respondents in California than 
in Washington State strongly agreed that the taxes in
creased unjustified scrutiny for behavioral health services 
and systems (33% vs. 2%) may have been shown in re
forms to the tax proposed by California’s governor in 
2023 for a 2024 ballot measure (45). The unjustified 
scrutiny finding was also consistent with the finding that 
a significantly smaller proportion of California respon
dents, compared with Washington State respondents, 
strongly agreed that elected officials in their state 
strongly supported the taxes.

The finding that approximately three times as many 
California respondents than Washington State respondents 
strongly agreed that the taxes increased public awareness 
about behavioral health and decreased behavioral health 
stigma was likely related to requirements for California 
counties to allocate a portion of tax revenue to stigma- 
reduction initiatives (9 CA ADC x 3725). These perceptions 
were also consistent with research (16, 17) finding that a 
statewide communication campaign funded by the taxes 
reduced stigma toward people with mental illness. The 
finding that a significantly larger proportion of California 
versus Washington State respondents strongly agreed that 
there was strong support for the tax among consumers of 
behavioral health services may have reflected that the Cal
ifornia taxes generated substantially more revenue per 
capita and thus may have had more visible positive impacts 
on service systems.

This survey had some limitations. Although our survey 
response rate of 29% was consistent with recent statewide 
surveys of behavioral health officials (26–28), the sample 
may not have reflected the perspectives of all behavioral 
health professionals involved in implementation of the 
earmarked taxes. The types of professionals actively in
volved in tax implementation are not uniform across 

TABLE 5. Perceptions of strong support for taxes earmarked for behavioral health services among survey respondents involved in tax 
implementation, by statea

Perceptions of strong support

Strongly agree (6–7 on 7-point scale)

p

Total (N=155) California (N=87)
Washington 

State (N=68)

N % N % N %

State behavioral health agency officials in my state 108 72 56 66 52 79 .08
Consumers of behavioral health services in my jurisdiction 107 70 68 78 39 60 .02
Local elected officials in my jurisdiction 94 63 45 54 49 74 .01
State elected officials in my state 77 52 33 39 44 68 <.001
General public in my jurisdiction 70 46 43 49 27 41 .3

a The denominators of the percentages in this table are the numbers of professionals who responded to the item. Missing responses were excluded from the 
denominator, which therefore varies slightly across percentages. df=1 for all comparisons.
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jurisdictions, and we learned, via e-mail responses to the 
survey invitation, that many professionals invited to com
plete the survey were not involved in the tax imple
mentation and did not feel that they had enough 
familiarity with the tax to complete the survey. Thus, our 
sample likely reflected the perspectives of professionals 
with substantive experience with implementation of the 
earmarked taxes.

Survey items were pilot tested, and aggregate scores had 
acceptable internal consistency and were informed by the
ory (e.g., Rogers’s constructs of attributes of innovations 
[36] and the EPIS [35] framework) and by previous research 
on earmarked taxes (8–12, 22–24, 29–31). These items, 
however, were newly developed for the survey. As identified in 
systematic reviews (32–34), few measures focused on policy 
implementation have undergone robust psychometric testing.

CONCLUSIONS

From the perspective of professionals involved in imple
mentation of taxes earmarked to support behavioral health 
in California and Washington State, these taxes appear to be 
a potentially positive development for behavioral health 
financing. Differences in perceptions between respondents 
in California and Washington—states with differing ear
marked tax policy designs—suggest features to consider 
when developing similar taxes in other U.S. jurisdictions. 
Such features include requiring allocation of a portion of the 
tax dollars for stigma-reduction initiatives and clearly 
specifying tax spending and reporting requirements.

AUTHOR AND ARTICLE INFORMATION

Global Center for Implementation Science, Department of Public 
Health Policy and Management, New York University School of Global 
Public Health, New York City (Purtle, Wynecoop); Dissemination and 
Implementation Science Center, Department of Psychiatry, Altman 
Clinical and Translational Research Institute, University of California, San 
Diego, La Jolla (Stadnick, Aarons); Department of Psychiatry and Be
havioral Sciences, University of Washington School of Medicine, Seattle 
(Walker, Bruns). Send correspondence to Dr. Purtle (jonathan.purtle@ 
nyu.edu).

This study was supported by NIMH grant R21-MH-125261. The authors 
thank the County Behavioral Health Directors Association of California 
and the Washington State Association of Counties for their support in 
fielding the survey and the professionals who took the time to respond 
to the survey.

The authors report no financial relationships with commercial interests.

Received June 6, 2023; revisions received July 24 and September 6, 
2023; accepted September 18, 2023; published online November 7, 
2023.

REFERENCES
1. Dopp AR, Narcisse MR, Mundey P, et al: A scoping review of 

strategies for financing the implementation of evidence-based 
practices in behavioral health systems: state of the literature and 
future directions. Implement Res Pract 2020; 1:2633489520939980

2. Jaramillo ET, Willging CE, Green AE, et al: “Creative financing”: 
funding evidence-based interventions in human service systems. 
J Behav Health Serv Res 2018; 46:366–383

3. Raghavan R, Bright CL, Shadoin AL: Toward a policy ecology of 
implementation of evidence-based practices in public mental 
health settings. Implement Sci 2008; 3:26

4. Hendryx M: State mental health funding and mental health sys
tem performance. J Ment Health Policy Econ 2008; 11:17–25

5. Robinson RJ, Palka JM, Brown ES: The relationship between 
state mental health agency and Medicaid spending with out
comes. Community Ment Health J 2021; 57:307–314

6. Purtle J, Nelson KL, Counts NZ, et al: Population-based ap
proaches to mental health: history, strategies, and evidence. Annu 
Rev Public Health 2020; 41:201–221

7. McPhillips D: 90% of US Adults Say the United States Is Expe
riencing a Mental Health Crisis, CNN/KFF Poll Finds. Atlanta, 
CNN, 2022. https://www.cnn.com/2022/10/05/health/cnn-kff- 
mental-health-poll-wellness/index.html. Accessed Oct 6, 2023 

8. Purtle J, Wynecoop M, Crane ME, et al: Earmarked taxes for 
mental health services in the United States: a local and state legal 
mapping study. Milbank Q 2023; 101:457–485

9. Wilkinson M: Paying for public spending: is there a role for 
earmarked taxes? Fisc Stud 1994; 15:119–135 

10. Bös D: Earmarked taxation: welfare versus political support. 
J Public Econ 2000; 75:439–462 

11. Buchanan JM: The economics of earmarked taxes. J Polit Econ 
1963; 71:457–469 

12. Purtle J, Stadnick NA: Earmarked taxes as a policy strategy to 
increase funding for behavioral health services. Psychiatr Serv 
2020; 71:100–104

13. Behavioral Health Information Notice No: 21-057. Sacramento, 
California Health and Human Services Agency, Department of 
Health Care Services, 2021. https://www.dhcs.ca.gov/Documents/ 
CSD_YV/BHIN/BHIN-21-057.pdf 

14. Thom M: Can additional funding improve mental health out
comes? Evidence from a synthetic control analysis of California’s 
millionaire tax. PLoS One 2022; 17:e0271063

15. Zimmerman SC, Matthay EC, Rudolph KE, et al: California’s 
Mental Health Services Act and mortality due to suicide, homi
cide, and acute effects of alcohol: a synthetic control application. 
Am J Epidemiol 2021; 190:2107–2115

16. Collins RL, Wong EC, Breslau J, et al: Social marketing of mental 
health treatment: California’s mental illness stigma reduction 
campaign. Am J Public Health 2019; 109:S228–S235

17. Wong EC, Collins RL, McBain RK, et al: Racial-ethnic differences 
in mental health stigma and changes over the course of a state
wide campaign. Psychiatr Serv 2021; 72:514–520

18. Ashwood JS, Kataoka SH, Eberhart NK, et al: Evaluation of the 
Mental Health Services Act in Los Angeles County: implementation 
and outcomes for key programs. Rand Health Q 2018; 8:2

19. Brookman-Frazee L, Stadnick N, Roesch S, et al: Measuring 
sustainment of multiple practices fiscally mandated in children’s 
mental health services. Adm Policy Ment Health 2016; 43: 
1009–1022

20. Starks SL, Arns PG, Padwa H, et al: System transformation under 
the California Mental Health Services Act: implementation of 
full-service partnerships in LA County. Psychiatr Serv 2017; 68: 
587–595

21. Bruns EJ, Pullmann MD, Weathers ES, et al: Effects of a multi
disciplinary family treatment drug court on child and family 
outcomes: results of a quasi-experimental study. Child Maltreat 
2012; 17:218–230

22. Dye RF, McGuire TJ: The effect of earmarked revenues on the 
level and composition of expenditures. Public Finance Q 1992; 20: 
543–556 

23. Bell E, Wehde W, Stucky M: Supplement or supplant? Estimating 
the impact of state lottery earmarks on higher education funding. 
Educ Finance Policy 2020; 15:136–163 

24. Nguyen-Hoang P: Volatile earmarked revenues and state highway 
expenditures in the United States. Transportation 2015; 42:237–256 

Psychiatric Services 75:5, May 2024 ps.psychiatryonline.org 417

PURTLE ET AL. 

mailto:jonathan.purtle@nyu.edu
mailto:jonathan.purtle@nyu.edu
https://www.cnn.com/2022/10/05/health/cnn-kff-mental-health-poll-wellness/index.html
https://www.cnn.com/2022/10/05/health/cnn-kff-mental-health-poll-wellness/index.html
https://www.dhcs.ca.gov/Documents/CSD_YV/BHIN/BHIN-21-057.pdf
https://www.dhcs.ca.gov/Documents/CSD_YV/BHIN/BHIN-21-057.pdf
http://ps.psychiatryonline.org


25. Purtle J, Stadnick NA, Wynecoop M, et al: A policy imple
mentation study of earmarked taxes for mental health services: 
study protocol. Implement Sci Commun 2023; 4:37

26. Purtle J, Nelson KL, Horwitz SMC, et al: Determinants of using 
children’s mental health research in policymaking: variation by type 
of research use and phase of policy process. Implement Sci 2021; 16:13

27. Purtle J, Nelson KL, Horwitz SM, et al: Impacts of COVID-19 on 
mental health safety net services for youths: a national survey of 
agency officials. Psychiatr Serv 2022; 73:381–387

28. Purtle J, Nelson KL, Henson RM, et al: Policy makers’ priorities 
for addressing youth substance use and factors that influence 
priorities. Psychiatr Serv 2022; 73:388–395

29. Martin IW, Lopez JL, Olsen L: Policy design and the politics of 
city revenue: evidence from California municipal ballot measures. 
Urban Aff Rev 2019; 55:1312–1338 

30. Tahk SC: Public choice theory and earmarked taxes. Tax Law Rev 
2014; 68:755 

31. Health Taxes: A Primer for WHO Staff. Geneva, World Health 
Organization, 2018. https://iris.who.int/bitstream/handle/10665/275715/ 
WHO-HGF-EAE-HealthTaxes-2018-Primer-eng.pdf?sequence=

1&isAllowed=y. Accessed Oct 4, 2023 
32. Allen P, Pilar M, Walsh-Bailey C, et al: Quantitative measures of 

health policy implementation determinants and outcomes: a sys
tematic review. Implement Sci 2020; 15:47

33. McHugh S, Dorsey CN, Mettert K, et al: Measures of outer setting 
constructs for implementation research: a systematic review and 
analysis of psychometric quality. Implement Res Pract 2020; 1: 
2633489520940022

34. Pilar M, Jost E, Walsh-Bailey C, et al: Quantitative measures used 
in empirical evaluations of mental health policy implementation: a 
systematic review. Implement Res Pract 2022; 3:26334895221141116

35. Crable EL, Lengnick-Hall R, Stadnick NA, et al: Where is “policy” 
in dissemination and implementation science? Recommendations 
to advance theories, models, and frameworks: EPIS as a case 
example. Implement Sci 2022; 17:80

36. Rogers EM: Diffusion of Innovations. New York, Simon and 
Schuster, 2010 

37. Stewart RE, Marcus SC, Hadley TR, et al: State adoption of in
centives to promote evidence-based practices in behavioral health 
systems. Psychiatr Serv 2018; 69:685–688

38. Leeman J, Birken SA, Powell BJ, et al: Beyond “implementation 
strategies”: classifying the full range of strategies used in imple
mentation science and practice. Implement Sci 2017; 12:125

39. Stone EM, McGinty EE: Public willingness to pay to improve 
services for individuals with serious mental illness. Psychiatr Serv 
2018; 69:938–941

40. Johnson FR, Gonzalez JM, Yang JC, et al: Who would pay higher 
taxes for better mental health? Results of a large-sample national 
choice experiment. Milbank Q 2021; 99:771–793

41. King County Crisis Center Tax Leading in Tuesday’s Special 
Election. Seattle, Seattle Times, 2023. https://www.seattletimes. 
com/seattle-news/mental-health/king-county-crisis-center-tax- 
leading-in-tuesdays-special-election/#:;:text=More%20than% 
2054%25%20of%20votersa. Accessed Oct 4, 2023 

42. Purtle J, Chance Ortego J, Bandara S, et al: Implementation of the 
988 Suicide & Crisis Lifeline: estimating state-level increases in 
call demand costs and financing. J Ment Health Policy Econ 2023; 
26:85–95

43. Purtle J, Brinson K, Stadnick NA: Earmarking excise taxes on 
recreational cannabis for investments in mental health: an un
derused financing strategy. JAMA Health Forum 2022; 3:e220292

44. MHSA Components. Sacramento, California Department of 
Health Care Services, 2023. https://www.dhcs.ca.gov/services/ 
MH/Pages/MHSA-Components.aspx. Accessed Oct 4, 2023 

45. Governor Newsom Proposes Modernization of California’s Be
havioral Health System and More Mental Health Housing. 
Sacramento, Office of Governor Gavin Newsom, 2023. https://www. 
gov.ca.gov/2023/03/19/governor-newsom-proposes-modernization- 
of-californias-behavioral-health-system-and-more-mental-health- 
housing. Accessed Oct 4, 2023 

418 ps.psychiatryonline.org Psychiatric Services 75:5, May 2024

A TALE OF TWO TAXES 

https://iris.who.int/bitstream/handle/10665/275715/WHO-HGF-EAE-HealthTaxes-2018-Primer-eng.pdf?sequence=1&isAllowed=y
https://iris.who.int/bitstream/handle/10665/275715/WHO-HGF-EAE-HealthTaxes-2018-Primer-eng.pdf?sequence=1&isAllowed=y
https://iris.who.int/bitstream/handle/10665/275715/WHO-HGF-EAE-HealthTaxes-2018-Primer-eng.pdf?sequence=1&isAllowed=y
https://www.seattletimes.com/seattle-news/mental-health/king-county-crisis-center-tax-leading-in-tuesdays-special-election/
https://www.seattletimes.com/seattle-news/mental-health/king-county-crisis-center-tax-leading-in-tuesdays-special-election/
https://www.seattletimes.com/seattle-news/mental-health/king-county-crisis-center-tax-leading-in-tuesdays-special-election/
https://www.seattletimes.com/seattle-news/mental-health/king-county-crisis-center-tax-leading-in-tuesdays-special-election/
https://www.dhcs.ca.gov/services/MH/Pages/MHSA-Components.aspx
https://www.dhcs.ca.gov/services/MH/Pages/MHSA-Components.aspx
https://www.gov.ca.gov/2023/03/19/governor-newsom-proposes-modernization-of-californias-behavioral-health-system-and-more-mental-health-housing/
https://www.gov.ca.gov/2023/03/19/governor-newsom-proposes-modernization-of-californias-behavioral-health-system-and-more-mental-health-housing/
https://www.gov.ca.gov/2023/03/19/governor-newsom-proposes-modernization-of-californias-behavioral-health-system-and-more-mental-health-housing/
https://www.gov.ca.gov/2023/03/19/governor-newsom-proposes-modernization-of-californias-behavioral-health-system-and-more-mental-health-housing/
http://ps.psychiatryonline.org

